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The population of South Asian Americans is a growing ethnic group in the US 
and, despite levels of higher education and income, are more likely to suffer from chronic 
disease. As a result, there is a need for longer term care as, ultimately, the complications 
from such diseases can lead to an increase in the need for palliative care medicine. In 
general, however, South Asian Americans do not readily seek out palliative care services 
as much as white Americans. Whether it is due to a lack of adequate education on the 
topic or a general avoidance of sensitive conversations with their providers, South Asian 
Americans have a barrier to this care which could be beneficial to them. It is known that 
ethnic and racial concordance amongst the patient and the provider has been linked to 
better communication and patient satisfaction, ultimately leading to better patient 
outcomes. However, most of these studies have been performed with Black, White, and 
Hispanic populations in the outpatient setting. There exist many gaps in the knowledge 
regarding the topic of cultural implications of palliative care. This paper aims to address 
one such gap, specifically the importance of ethnic concordance amongst South Asian 
American patients and their providers in an inpatient palliative care setting. 
Proposed Study Design 
 This study will investigate two groups of patients: South Asian American patients 
in palliative care settings with culturally concordant providers and those without. 
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Following 10 days of patient-provider encounters, the patient will be asked to complete a 
validated survey tool used to assess patient satisfaction in the inpatient setting. Data from 
the two groups will be described using means and standard deviation and compared using 
a t-test to assess for statistical significance.  
Clinical Significance and Conclusion 
 Ultimately, this study with allow providers the opportunity to better to understand 
the importance of cultural concordance among South Asian Americans, specifically in the 
palliative care setting. Palliative care is an aspect of medicine where interactions and 
communication must be treated with utmost respect and sensitivity, making cultural 
competency and understanding a huge part of its success. The information obtained from 
this study will be clinically significant in that it will help providers decide whether or not 
cultural concordance should be utilized to foster better patient satisfaction with their care 
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When faced with life threatening and terminal illness, there is often a shift from curative 
therapy to palliation of symptoms with importance placed on quality of life rather than 
prolongation of life. This is the exact philosophy that palliative medicine is based upon. It 
allows patients an option for relief of pain and minimal treatment with the ultimate goal 
of supporting patients and their families in their decisions regarding end of life care.1 
Providing palliative care, however, has become ever more challenging with the 
increasingly diverse population in the United States. As the foreign-born population in 
the US increases, so does the need for adequate cross-cultural competency.2 For years, 
providers have been trained to understand that the sociocultural background of patients 
highly influences their beliefs and behaviors regarding their health. This notion is ever 
more magnified among palliative care patients and the specialized care they receive. Not 
only does one’s culture shape their perception of illness, it also frames concepts of 
suffering, pain, and death.3 Traditions and customs, along with spirituality, gender roles, 
and other issues specific to end of life prompt difficult conversations and can create 
confusion and misunderstanding if not appropriately managed. Providers must be able to 
navigate these sensitive topics and this unique space with even more awareness than ever 
before. The exploration of ethnic concordance between providers and their patients, 
especially in this palliative care setting among South Asian Americans, an ever-growing 
patient population in the US, is the purpose of this paper. It is known that cultural and 
ethnic concordance in patient-provider pairs can improve outcomes in some patient care 
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interactions but not much is known about its benefits or disadvantages in an inpatient 
palliative care setting amongst South Asian American patients.4 
Statement of the Problem 
Racial and ethnic concordance between patients and their providers leads to more 
positive perceptions of care.4 However, there remains a lack of evidence to support this 
conclusion in regards to specific ethnic groups, specifically South Asian Americans. 
While much literature examined the effects on Black, white, and Hispanic populations, 
there remains a blind spot for research in this ethnic group, a group that is large and 
growing in our nation today with an increasing burden of chronic disease. There is also a 
gap in the literature when it comes to examining the effects of cultural competency and 
racial/ethnic concordance in the inpatient setting. Many studies have been conducted in 
the outpatient setting but few address the impacts on hospitalized patients and none in 
palliative care specifically.4 As there is a potential growing need for South Asian 
Americans participating in palliative care medicine, it is important that ways to improve 
their care are identified and the importance of ethnically concordant patient-provider 
relationships in this specific context explored. 
Hypothesis 
We hypothesize that South Asian American patients who are in palliative care will have 
better reported outcomes of satisfaction if they share ethnic concordance with their 
provider as compared to South Asian Americans who do not. Patient satisfaction will be 
measured using a validated survey method and compared across groups of ethnically 
concordant versus ethnically discordant patient-provider pairings. 
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Objectives and Specific Aims 
This study will evaluate the importance of ethnically concordant providers for South 
Asian Americans in the palliative care setting. In doing so, we will be able to better direct 
patients to providers who will provide them with the most successful care in terms of 
perceived outcomes. We will also be able to better inform providers on their patient’s 
preferences as well as provide a deeper understanding of how their interactions and 
communications can be improved given the setting that they are in.  
The specific aims of this study include: 
• Evaluating the differences in satisfaction scores among South Asian Americans in 
palliative care with ethnically concordant providers versus ethnically discordant 
providers 
• Exploring the importance of ethnic concordance in palliative care settings 
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REVIEW OF THE LITERATURE 
Overview 
Palliative Care 
Palliative care is an approach to medicine that improves the quality of life of patients and 
their families when facing problems associated with life threatening illness. This 
approach can include providing relief from pain, eliminating distressing symptoms, 
treating disease, integrating psychological and spiritual aspects of patient care, and 
generally supporting patients and their families as they make difficult decisions in 
medical treatment with the goal of ultimately affirming life but also regarding death as a 
normal process.1 It is important to note that palliative care can be used alongside 
therapies intended to further investigate and treat disease. It is care that can be accessed at 
any age and at any point in disease progression, from early diagnosis to later in the course 
of management. 
Before exploring palliative medical care further, it is important to note its 
distinction from another common end of life care model, known as hospice care. The 
hospice care model will provide medical care and support to patients but is primarily 
focused on quality of life rather than life prolongation or cure.5 Patients are treated based 
on their symptoms and comfort rather than medical need. It is reserved for patients with a 
life-limiting illness and a prognosis of six months or less and embraces the general 
principle of ‘death with dignity’.6 The specialty of palliative medicine rose out of the 
hospice movement back in the 1960s but added back aspects of medical treatment. 
Palliative care incorporates many aspects of the holistic approaches of hospice medicine 
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but aims to relieve suffering at all stages of disease, not just at the end of life.7 It is 
applied within a medical model and incorporated alongside curative and life-prolonging 
therapy. In contrast, hospice is care offered to patients when curative or life-prolonging 
treatments are no longer beneficial or could cause additional physical and emotional 
burden to the patient. In summary, while all hospice care is a form of palliative care, not 
all palliative care is delivered by hospices.8  
The need for palliative care is greater than ever. Medical advances are improving 
the life span of patients struck with disease and, thus, patients are suffering significantly 
for longer periods of time. Most patients who seek out palliative care have a chronic 
illness.9 Of those who seek it worldwide, 38.5% have cardiovascular disease, 34% have 
cancer, 10.3% has respiratory disease, 5.7% have AIDS and 4.6% have diabetes. Most 
commonly treated in palliative care is pain and pain management during life-prolonging 
therapies. Around 80% of AIDS and cancer patients will experience moderate to severe 
pain at the end of their lives, as their disease course progresses. Palliative care aims to 
mitigate the side-effects of life-prolonging chemotherapy, such as bone pain, nausea, and 
constipation, such that patients can live longer but maintain comfort. It entails a shift 
from a strictly biomedical model to one that incorporates a biopsychospiritual model, a 
shift based on compassion and care of providers towards their patients. 
 
Cultural Competency 
The sociocultural background of patients influences their perspectives, values, beliefs and 
behaviors regarding health and well-being. Emerging literature, however, also 
emphasizes the importance of these factors are on the delivery of quality healthcare as 
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well.10 Communication and clinical decision making between patients and providers is 
heavily influenced by sociocultural differences and there is evidence that clearly links 
lower quality care to when clinicians fail to recognize and understand the cultural 
differences between themselves and their patients.11 Patient satisfaction, adherence, and 
overall health outcomes can also be adversely affected when these recognitions are not 
met. While there is no specific empirical literature that compares the effectiveness of 
different models of cross-cultural communication and care, anecdotal evidence suggests 
that efforts to educate health care providers in cross cultural care improves providers’ 
knowledge on the subject and supports positive attitudes towards the idea.12 
Before going further, it is important to define exactly what culture means. Culture 
is a system of beliefs, values, rules, and customs shared by a group.13 These elements 
coalesce and are used to interpret experiences and direct patterns of behavior. In regards 
to medical care, they can shape an individual’s health related values. When a provider 
interacts with a patient, there is an intersection of three different cultures at play: the 
patient’s, the provider’s, and the medical culture of the environment in which care is 
being delivered. The medical culture is usually defined by particular beliefs that have 
been long held in the profession, such as patient autonomy and beneficence among 
others. Once a provider can recognize accurately their own culture and their associated 
biases, they can then begin the process of understanding their patient, while also 
upholding the strong medical culture. 
The need for emphasis on cross cultural competency is growing. An increasingly 
diverse population is one of the most obvious pieces of supporting evidence. Since the 
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1970s, the foreign-born population of the US has been increasing in size as a percent of 
the total population.2 As of the 2010 Census, 12.9% of the US population is foreign born 
with the majority from Latin America and Asia. About 1 in 4 children under 18 has at 
least one foreign born parent. Almost 20% of the population speaks a language other than 
English at home with the proportion in some states such as California as high as 42%. 
Thus, providers are increasingly treating patients who are from differing cultures and, as 
a result, hold different values and beliefs from themselves.  
Additionally, the need for culturally competent providers becomes apparent when 
exploring the discrepancies between effective communication between providers and 
patients across racial lines. Patients from minority backgrounds report higher 
dissatisfaction in communicating with their providers, more trouble understanding their 
providers, and also varying feelings of not being properly understood along with fear of 
asking certain questions.14 Improving cultural competency could help improve 
communication, which has been directly linked to improved patient satisfaction, 
adherence, and outcomes.12  
The patient-based approach to cross cultural care is a framework that allows 
clinicians to learn from their individual patient. It allows them to take a step back and 
identify the social and cultural factors that influence a patient’s health values and 
provides techniques and strategies to engage in negotiation and communication 
effectively with the patient.15 The method starts by assessing the core cross-cultural 
issues that are encountered by the vast majority of different cultural and ethnic groups. 
Instead of memorizing a list of issues specific to each culture, it promotes an organic and 
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practical method to approach a patient’s differences and forces the provider to think 
about how their patient is experiencing the world. The core cross cultural issues that must 
be addressed as in this approach are: 1) styles of communication, 2) mistrust and 
prejudice of the healthcare system, 3) decision making and family dynamics, 4) 
traditions, customs, and spirituality, and 5) specific sexual and gender dynamics. 
Providers use these core five issues to identify where their patient may have a barrier to 
care. Once this barrier has been identified, it can be further explored by the provider with 
the patient, involving asking questions and inquiring about the patient’s beliefs and 
preferences, as these may be different from the provider’s cultural norm. This framework 
provides a step-wise approach to individualizing care without leaning on stereotypes and 
broad generalizations. Misunderstandings between patients and providers often reflect 
differences in cultural values and expectations and, while at times this can simply lead to 
a decrease in patient satisfaction and mild discomfort, it can create an intense mistrust in 
the healthcare relationship and destroy the possibility of creating a therapeutic 
relationship. 
 
Cultural Aspects of Palliative Care 
The importance of cross-cultural communication in medical care is vital throughout the 
field and special care must be taken in the field of palliative medicine. As culture can 
shape perceptions of illness differently, it frames suffering, pain, and death differently as 
well. When it comes to end of life care, there are a few specific issues that can shape 
conversations and experience. 
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One specific way in which culture influences palliative care decision making is 
when looking at traditions and customs. These aspects of a patient’s life can dictate many 
practices that directly involve health and illness, including the ways people eat, the 
traditional ways in which they heal, and the specific religious practices they take part in.3 
Spirituality plays a large role here as well. It shapes the way a patient might frame the 
otherwise mysteriously powerful phenomena of death and sickness. It takes a skilled 
provider to be open and willing to be aware and understand patients in this way. 
Issues related to sex and gender also frequently come up in the regards to 
palliative care, when it comes to decision making roles. Often many cultures promote 
men as the caretaker and ‘spokesperson’ for the family. Differences in attitudes in regards 
to this role must be recognized and treated carefully, as lack of respect for this difference 
can be critically damaging to a therapeutic relationship. 
At the end of life, pain and suffering is common and one of the primary targets of 
successful palliative care medicine. Yet how one person experiences pain and suffering 
as compared to another can be wildly different and, thus, care must be taken when 
creating treatment plans. For example, some cultures would rather endure pain and 
suffering at the end of life, as they see it as a test of their faith.16 As a result, they would 
opt out of receiving pain relieving medication. Conversely, there are other cultures that 
are more immediately concerned with acute pain, reaching for immediate treatments 
before concerning themselves with the underlying clinical implications.  
 
South Asians in the US 
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South Asia refers to an area of southern Asia that is defined in terms of geography and 
also cultural boundaries. The term ‘South Asian’ in this paper will be defined as an ethnic 
group that comprises a composition of populations from the nations of India, Pakistan, 
Bangladesh, Nepal, Bhutan, Maldives, and Sri Lanka. The region covers 11.7% of the 
Asian continent by area and is home to 24% of the world’s population, making it the 
most populous and most densely populated geographical region in the world.17 The 
traditions of this ethnic group are varied and have diverged in many ways throughout 
history, usually influenced by external cultures via colonization and direct contact by 
bordering nations. It is also home to incredible religious diversity with 98.5% of global 
Hindus, 90.5% of global Sikhs, 31% of global Muslims, 35 million Christians and 25 
million Buddhists.18 As a result, there is huge diversity within the region and amongst its 
people.  
South Asians have been in the US since the 1700s but it wasn’t until the 
Immigration and Nationality Act of 1965 was passed, which abolished immigration 
quotas based on country of origin, that South Asians were able to settle down and foster 
communities of shared culture.19 This led to a direct increase of immigrants from South 
Asia. The act prioritized individuals with family already in the US but also those with 
science education, prompting a large migration of professional, working class South 
Asians to the US. Over time, the population of South Asian Americans has diversified to 
now include undocumented immigrants and refugees. There is an aging of generational 
families as well to include now second, third, and fourth generation individuals. Today, 
according to the US Census, over 3.4 million people in the US trace their heritage to 
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South Asia, making South Asian Americans one of the fastest growing immigrant 
groups.  
South Asian Americans have contributed to US culture and life in many ways. 
The earliest immigrants made their mark in the business world, opening stores in the Bay 
Area and starting innovative tech companies in Silicon Valley. South Asian American 
entertainers have increased in the last decade with a more visible media presence and 
cultural influence on yoga, food, and music have gained popularity and recognition. 
South Asian Americans are also beginning to enter the political spaces as well with 
elected and grassroots officials making changes within, as well as outside of, their 
respective communities. 
We might therefore expect that, as higher educated and socioeconomically 
advantaged members of society, South Asian Americans would enjoy the benefits of 
better health. The Centers for Disease Control and Prevention corroborates reports that on 
average those in higher income and education statuses experience chronic disease at a 
much lower rate.20 However, paradoxically South Asian Americans experience higher 
rates of cardiovascular disease and other chronic disease when compared to white 
Americans across several metrics.21 Despite lower rates of smoking, obesity, and 
hypertension in the South Asian American population, South Asian American men and 
women are more susceptible to heart attacks and more likely to die from than any other 
ethnic group. One in three South Asian Americans will die from cardiovascular disease 
by the age of 65. These health disparities lead patients to suffer from chronic disease at 
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much higher rates, resulting in sick populations that may ultimately require palliative care 
services at higher rates than other people. 
 
Existing Research 
South Asians and Palliative Care 
A recent 2020 study specifically investigated how South Asians were receiving end of 
life care in Canada.22 Yarnell et. al looked closely at what South Asian patients’ access to 
palliative care looked like, what treatments they were receiving, and where patients were 
dying, as compared to the general population. These types of studies are done in the 
United States, usually among the Black, white and Hispanic racial groups, but this study 
specifically aimed to look at Asians, more specifically Chinese and South Asian ethnic 
populations. In this population-based analysis, researchers analyzed all the individuals 
who died in Ontario, CA between 2004 and 2015 and identified people as South Asian 
ethnicity based on an algorithm that looked at last names. They then used a Poisson 
regression analysis to assess where people died and what kind of care they received in the 
last 6 months of their lives. Of the deaths, 1.2% were identified as South Asian. Of note, 
this is in contrast to the 6.5% South Asian ethnicity in the general population. Results of 
the study found that 18.5% of South Asians died in the intensive care unit (ICU) 
compared to 10.1% of the general population. South Asians also had higher rates of 
medical intervention and life-prolonging care in the last 6 months of their lives, including 
increased numbers of ICU admission, mechanical ventilation, dialysis, feeding tubes, 
tracheostomies, and resuscitation. Ultimately, despite adjusting for various factors 
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including socioeconomic factors, South Asians were less likely to receive palliative care 
and more likely to die in the ICU, rather than at home or in a long-term care facility. 
Explanations for these numbers were not thoroughly explored but can be attributed to 
issues such as barriers in communication, differences in end of life care preference 
among providers and patients, and a decreased patient knowledge of advanced care 
planning options. The most significant limitations to the study include the last-name 
classification system. The algorithm has 50.4% sensitivity and 99.7% specificity. An 
estimated 11,000 patient deaths may have been misidentified as the ‘general population’ 
instead of South Asian. To account for this, statistics were re-run with the assumption 
that all the missed patients were included in the South Asian population and the 
differences remained statistically significant. This study also did not investigate 
comorbidities and how sick people were. South Asians have more chronic disease and die 
more often from it, which could have confounded the data. This paper suggests a 
significant lack of complete palliative care options and the importance of delivering this 
care appropriately. 
A 2004 study by Owens et. al investigated medical providers’ experiences in caring 
for South Asian palliative care patients.23 It utilized ten interviews with providers to 
discuss the ways in which they addressed difficult situations in palliative care with South 
Asian patients and how they attempt to provide culturally competent care. The interviews 
were semi-structured and were recorded with analysis done via a coding technique. 
Throughout the interviews, key themes were identified and explored. One such theme 
was that of effective communication. Interviewees reported uneasiness in that, when their 
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communication was not clear with their South Asian patient, they felt they could not 
listen appropriately to the patient’s needs and be able to guide their wishes appropriately. 
They felt they could not make the patient feel comfortable by understanding their 
background due to inadequate linguistic skills. Another area that this came up was in the 
idea of ‘stepping back’ being a core component of palliative care but being unable to 
appropriately convey this to patients. At the same time, many providers also found 
themselves wondering if ‘culturally competent’ palliative care was even something they 
could offer. One interviewee was concerned that perhaps they were pushing this 
Westernized concept on a different culture that just didn’t need the service. Overall, most 
providers agreed that there was a palliative care need that spanned ethnic boundaries but 
that care should ultimately be provided on an individual basis based on a specific patient 
and family’s wants and needs. There was also a recognition that, as cultural identities 
change overtime, there is danger in sticking to rigid models of cultural competency and 
that generalizations should be limited and cautiously used. The biggest conclusion of the 
paper, however, was the immense perceived effort being put forth by the interviewed 
medical providers to create culturally competent interactions. It is a hugely thought-
provoking task, which requires a degree of care and concern beyond what many report 
being able to maintain effectively. Interviewees reported that training on the issue was 
empowering and valued but that their emotional investment and complex patient 
interactions could only be lived, not taught. This paper highlights the difficulty for 
providers to effectively train themselves to care for their patients in the way that they 
want. While intentions are positive, it can be a mentally exhausting task and, if providers 
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resort back to stereotypically teachings, then this can ultimately be damaging to the 
patient. This paper has limitations in that it is a mere snapshot of opinions and 
experiences amongst hundreds of thousands of others. But it highlights major topics and 
there was concordance amongst the providers, providing strength to its conclusions. 
Additionally, as the interviews dealt with topics otherwise sensitive to discuss in a 
professional work environment, it is unlikely that providers were speaking as freely as 
they may have otherwise. Interviewees were ensured confidentiality but it is possible that 
expressed intentions were untrue of these individuals.  
Recently, a 2019 paper aimed to identify what dictated decision making in end-of-life 
situations among South Asian patients.24 Khosla et. al conducted interviews of providers 
and, as with the prior study, they were recorded with analysis done via a coding 
technique. One theme was an expectation by South Asian patients that the medical 
decision making will be physician directed. Multiple interviewees described feeling as 
though their patient’s placed blind trust in them to make the difficult decisions near the 
end, as if they were not fully understanding the options being presented to them. They 
felt that offering multiple options was often more confusing, as the patient and their 
family would often just look to the physician for next steps. This indicates that the patient 
directed component of palliative care was either miscommunicated or simply not relevant 
to their South Asian patients. Another theme surrounded how information regarding 
diagnosis and treatment was distributed throughout the family and decision-making 
parties. In some cases, providers noted that patients were left in the dark regarding their 
prognosis by their families, who insisted that they were the spokesperson for this family 
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member. Additionally, providers noted that patients who initially may have expressed 
their own goals of care would modify them to match those of family members who were 
pressuring them one way or another. This again underscores the issues of patient-directed 
care in palliative care models when the cultural norm is family-based decision making. 
Ultimately, this paper highlights some of the struggles that providers face when trying to 
provide culturally competent palliative care to South Asian patients. The exploration of 
these recurring themes reveals complex cultural discrepancies that lead to decision 
making in South Asian patients, which complicate the ability of providers from a 
different background to maintain a straightforward understanding of their patient. 
Differences between the patient and provider in terms of expectations at the end of life 
can alienate patients and their families, creating stressful situations for the provider and 
inadequate care for the patient.  
 
Ethnic/Racial Concordance and Outcomes 
Shen et. al aimed to investigate how racial concordance influenced patient-provider 
communication in Black patient populations.25 Racial and ethnic concordance is when 
there is a shared identity between the patient and the provider. Prior studies have found 
that, in the setting of racial discordance, there are poorer perceived health outcomes by 
patients as compared to pairs that exhibit racial concordance. The 2018 review article 
looked at 17 articles across different categories from 1995 through 2016 to systematically 
review the literature and extract the data. The first category was communication quality. 
Of the studies included, all found that black patients had a lower quality of 
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communication but only 5 of 17 specifically examined the impact of concordance. Due to 
low study numbers, there was no significant effect of racial concordance on the quality of 
communication. This is a limitation of the study, as there is sufficient evidence to make 
the conclusion of the importance of concordance, but it is not being specifically studied 
in depth, indicating a gap in the literature. The next category explored was 
communication satisfaction, as perceived by the patient. Results were again mixed with 9 
of 12 articles indicating higher levels of patient satisfaction when there was racial 
concordance, while 1 showed no association and two others were not statistically 
significant. Again, as no specific study was done, there were confounding variables 
throughout all the studies, weakening the strength of the study overall. An area relevant 
to palliative care was the category of patient participation in decision making. Three of 
the studies looked at this area but only one specifically described the impact of racial 
concordance. They found that patients in racially concordant pairings indicated feeling 
that they and their provider were more invested and participatory in their care. This is an 
interesting finding, as this is a key element to successful palliative care. It suggests that 
racial concordance, and perhaps ethnic concordance as well, can improve 
communication, which has previously been discussed as a major barrier to providing 
effective palliative care. Overall, there were only 12 studies included that had some 
element of studying racial concordance, 11 of which found that racial discordance was 
associated with more negative outcomes. This identifies a gap in the literature and a need 
for future study. Further work must be done to identify the reasons why this phenomenon 
is occurring. This can be done with consistent measuring tools in order to clarify the 
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systematic review’s findings. It would also be important to investigate the impact of 
longitudinal care versus one-time patient encounters. As with most reviews, the studies 
were all handled in different ways with surveys and data collection occurring differently. 
This makes it difficult to directly compare studies. However, the strength of this paper 
lies in the overall message and conclusions that can be drawn and highlights next steps. 
In 2017, Malhotra et. al aimed to evaluate the role of various patient-provider 
concordances, including ethnic concordance, and the outcomes in adhering to cancer 
screening recommendations.26 It looked at patient-provider pairs across white, Black, and 
Hispanic racial groups. Racial concordance was used as the primary independent variable 
and it was found that there was higher compliance with screening recommendations in 
Hispanic patients who had a white provider as opposed to a racially concordant provider 
(54% as opposed to 45%). In contrast, white and Black patients had poorer screening 
adherence when their provider was racially discordant. This study was one of the largest 
exploring the impact of racial concordance on a very specific variable and it is clear to 
see that, across ethnicity and racial lines, a broad generalization cannot be made. It is 
clear that some racial groups benefit from racial concordance, while others do not. The 
role of communication and the quality of the patient-provider relationship is critical in 
most areas of medicine to obtain optimal results and outcomes but it is especially 
important in the field of palliative care. For this reason, it is important to understand 
different cultures specifically, to identify what they would most likely benefit from, as 
opposed to applying data from other populations. This paper has several strengths in that 
it used a large, representative sample from across the country but it is important to note 
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that all data was self-reported, so causal relationships cannot be confirmed. There are also 
potential impacts of socioeconomic factors that were not identified as variables to why 
patients would or would not undergo screening procedures when recommended to do so. 
In a similar way, there are many motivating factors for participating in cancer screening 
that were not identified or addressed in the study. Overall, this study speaks to the 
importance of ethnicity-specific research to further explore the factors that influence 
behavior between a patient and their provider.  
More recently, a 2019 paper by Crawford et. studies the lack of racial concordance 
between providers and their patients and the effects in a hospital setting.27 The cross-
sectional study looked at 437 patients and the 34 providers who had them as patients. 
Patients were surveyed using the Tool to Assess Inpatient Satisfaction with Care from 
Hospitalists (TAISCH) and there were no significant differences in mean TAISCH scores 
in provider-patient pairs across Black, white, and ‘other’ races. Of note, ‘other’ included 
South Asian and Hispanic groups. TAISCH scores are from 1 to 5, with 5 being the 
highest score for satisfaction. The overall average score was 3.8. The highest mean score 
was 4.2, amongst white providers and Black patients. The lowest score was among Black 
providers and white patients. Evidence to date is largely contradicted by this new 
information but the specific significance to this study is that it is the first to be done in a 
hospital setting compared to outpatient medical settings. The lack of impact of racial 
concordance here may be due in part to the fact that patients in the hospital are sicker 
and, therefore, less concerned with the race of their provider or the cultural impact that it 
could be having. It could also have to do with the fact that, in the hospital, patients are 
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exposed to more diversity within medical teams on a daily basis, such that the 
relationship they have with their one specific specialist is less important to them. 
Regardless of the reason of the difference in conclusions, it is important to note that much 
palliative care is also delivered in hospital settings. This study prompts the question of 
whether racial concordance is as important in an inpatient setting. Further studies must be 
performed to determine whether the benefits of receiving racially concordant palliative 
care outweigh the benefits of increased access to providers, regardless of race and 
ethnicity. This study was very well run with good population sizes but it is important to 
note that it was conducted within a single hospital system, one that is not representative 
of national populations of patients or providers. The study also did not include non-
English speakers, which confounds the data in terms of impact of ability to effectively 
communicate, given that racially discordant patients and providers may speak different 
languages. This is a significant downfall when applying this study to the field of 
palliative care, where communication has repeatedly been a source of difficulty when it 
comes to delivering culturally competent care. Overall, while contrary to prior research, 
this study set the groundwork for further identifying the effects of racial concordance on 
patient outcomes but looking more closely at specific inpatient settings and also specific 
subsets of patients.  
 The existing literature provides insight into the world of palliative care as 
experienced by South Asian Americans. It suggests that South Asian Americans 
underutilize palliative care services, often resulting in more aggressive treatment at the 
end of life. Though it is unclear as to why this service is not being adequately utilized, 
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barriers in communication and lack of mutual understanding of goals of care are likely 
contributing factors. The literature finds that while many South Asian Americans will 
defer treatment decisions to their medical provider, these same providers often feel 
uncomfortable during these end of life conversations. They feel that though they are 
educated on cultural competency, there remains to exist a missing link in their 
communication, possibly leading to the underutilization of these services. Understanding 
how to bridge this gap in communication is critically important to providing adequate 
care to these patients. The existing literature supports the exploration of cultural 
concordance in end of life situations, where medical care becomes personal and intimate. 
It shows better communication, better patient satisfaction, and ultimately better patient 
outcomes when patients are exposed to cultural concordance in their medical care.  
However, there is an identifiable gap in the literature to explore these concepts of cultural 
concordance specifically as they apply to South Asian Americans in the palliative care 





This study will be a prospective cohort study.  This type of study is the gold standard for 
observational studies, as it allows the researcher to have control over how the cohort is 
set up and defined and how data is collected.28 One of the major advantages of this type 
of study design is that data is collected at the time of outcome. Patients avoid the issue of 
recall bias, which can occur with self-reported data. This design also allows for the study 
of exposures without randomization as this may not be ethical or desired by some 
patients. One disadvantage to this type of design however is potential loss to follow up. 
In this study design, it is possible that patients may choose not to follow through with the 
study requirements or, in the case of this palliative care study, may be too ill or die before 
data can be collected.  
Study Population and Sampling 
The source population of this study is South Asian Americans seeking palliative care 
services in an inpatient setting. These patients will be sampled from Greater Boston area 
hospitals. Selection criteria specifically includes any patients consulting with palliative 
care who self-identify as South Asian American in ethnicity. Exclusion criteria include 
any patient who cannot speak English, as the survey being used to measure outcomes is 
only validated for use in the English language. It also excludes any patients who are 
being consulted for at-home palliative care services or services that will soon move 
outside of the hospital within the next 10 days. Patients included must also be able to 
converse effectively with the researchers. Any patients on isolation precautions will not 
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be included in the study. Any patients with altered mental status or dementia will also be 
excluded from the study.  
Parameters for sample size included a beta of 0.2 and alpha of 0.05. Effect size 
and standard deviation were determined based on a similar study design by Crawford et. 
al.27 This reference study investigated the difference in means between inpatient 
satisfaction scores among two groups - one with ethnically concordant patient-provider 
pairs and the other with ethnically discordant patient-provider pairs. In the reference 
study, effect size was found to be 0.4. For this study, the effect size will be increased to 
0.6 so as to identify larger differences in means to add significance to the findings. In the 
previous study, the standard deviation was calculated to be 0.6. In this study, the standard 
deviation will be increased to 1. This is because given that this study is looking at the 
palliative care population, we expect a wider range of responses given the differing 
emotional states of the respondents as compared to the patients in the reference study, 
which was of a general inpatient population. While some may be at peace with their 
diagnosis and perhaps rate their providers more positively, the patients who are 
struggling with their illness and otherwise in a more negative headspace may generally 
rate their experiences as less satisfactory at baseline, regardless of provider interactions. 
This larger standard deviation will account for this wider spread in expected responses 
and ensure that the sample size calculation will be more accurate given the patient 
population and how it differs from the previous reference study. The study will involve 
two groups with an expected equal population. A validated sample size calculator using 
the T statistic and non-centrality parameter was used with the above parameters and the 
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sample size was estimated as 90.29 Study team intends to survey 90 patients, 45 from 
each group. 
Outcome and Measurement Tool 
The outcome of interest in this study will be patient perception of quality of care and 
satisfaction with their provider. To measure this effectively, a validated tool will be used, 
initially developed to assess patients’ perceptions of hospitalist performance.30 The Tool 
to Assess Inpatient Satisfaction with Care from Hospitalists (TAISCH) has been 
validated specifically for use by hospitalist providers, which will correlate seamlessly for 
use with inpatient palliative care providers in this study. It provides an opportunity to 
collect details, real-time information, such that patient reported experiences will be 
specific in time to their palliative care providers. TAISCH contains 15 questions, each 
scaled on a 5-point Likert scale from least satisfied to most satisfied. These values are 
then scaled and final satisfaction scores are measured on a range from 1 to 5 with 5 
representing the highest possible quality rating by the patient. The TAISCH will be 
administered to patients following 10 days of being treated by the same palliative care 
medical professional. The TAISCH questions are included in the Appendix.30 
Exposure Groups 
There will be two groups of exposure in this study. One group will be South Asian 
American palliative care patients who have a South Asian palliative care provider. The 
other group will be South Asian American palliative care patients who have a racially and 
ethnically discordant palliative care provider. The information on ethnicity will be 
determined by self-reported data. Patients and providers who report ethnic ties to India, 
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Pakistan, Bangladesh, Nepal, Bhutan, Maldives, and/or Sri Lanka will be considered to 
be of South Asian ethnicity. 
Recruitment 
The research team will recruit patients from 3 major hospitals in the greater Boston area, 
specifically Boston Medical Center, Mass General Hospital, and Newton-Wellesley 
Hospital. Any time a self-identified South Asian American patient is consulted for 
palliative care, they will be offered an opportunity to enroll in the study by student 
researchers on site during the initial evaluation with family.  
Data Collection 
Consent to participate in the study will be obtained at enrollment. After 10 days in the 
care of a palliative care provider, patients will be given a photo sheet of 10 standard 
random providers and be asked to identify who their palliative care provider was by face. 
If they are able to correctly identify their provider, the TAISCH will be administered and 
patients will be asked to respond in reference to the provider they correctly identified 
while they are still in the hospital. Provider continuity in palliative care is expected and 
we expect that over a 10-day period of time, the same provider will be interacting with a 
given patient. In the off chance that the patient has been seen by multiple palliative care 
providers during this time, the patient will be asked to correctly identify the provider who 
has spent the most amount of time with them. Upon doing so, the TAISCH will be 
administered by research staff by directly interviewing patients at the bedside and 
recording their answers. A copy of the questions will also be provided to the patient 
and/or family if they wish to read along. TAISCH score data will be recorded on the 
	
26 
paper, then inputted into an electronic spreadsheet from which analysis calculations can 
be made. Ethnic concordance data will also be re-evaluated and confirmed at this time for 
cohort grouping. 
Data Analysis 
When all data has been collected, it will be reviewed and analyzed appropriately by the 
team. The quantitative data will be described by mean with standard deviation. As noted 
previously, the TAISCH overall produces a satisfaction score from 1 to 5. The data will 
be analyzed to compare means between the two exposure groups. An upper one-sided 
two sample t-test will be used to compare the means of these two different samples 
assuming the data is normally distributed. In this study, the null hypothesis is that in 
regards to palliative care, there is no difference in the mean TAISCH scores between 
ethnically concordant patient-provider pairs versus ethnically discordant patient-provider 
pairs. The alternative hypothesis is that there is an increase in the mean TAISCH scores 
in the ethnically concordant patient-provider pairs compared to ethnically discordant 
patient-provider pairs.  
Timeline and Resources 
The study will begin August 2020. At this time, the study design will be submitted for 
IRB approval, which will take about 2-3 weeks to complete for the Exempt protocol. 
Recruitment will last until 90 patients are identified for data collection, 45 from each 
group as previously described. Anticipated time to completion for recruitment is 15 
months. Data analysis will follow and it is anticipated to take 2 months to compile the 
survey data and run statistics. 
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A primary investigator (PI), statistician, study coordinator, and up to 10 student 
researchers will be recruited to participate in the study’s implementation. The PI will 
oversee the study design and ensure that all parts are coordinated and provide support to 
any team members who need it. The statistician will work to ensure that data collection 
and analysis is done correctly and timely. The study coordinator will work with the area 
hospitals to assist in any administrative duties required in implementing the study in the 
various sites. Student researchers will be primarily responsible for onsite work, 
conducting the direct interviews with patients and responsible for recording data 
accurately and ensuring the information is transmitted to the statistician appropriately and 
timely.  No special equipment is needed. The team will require an office space for 
meetings and computer workstations with typical software for organization and data 
analysis.  
Institutional Review Board 
Institutional Review Board (IRB) approval will be obtained before the study is 
performed. We intend to submit to the IRB for Exempt Review, as defined by the Federal 
Regulations for Protection of Human Research Subjects. While this study does deal with 
the vulnerable population of terminally ill patients, it involves minimal to no risk to these 
patients. It does not involve any deception, sensitive information, or protected patient 
populations. This study falls under category 2 of the exempt categories, as it involves 
surveying for outcomes using the TAISCH as described above. The recorded information 
will not be able to identify subjects and the disclosure of these responses would not place 





This study allows us to explore a gap in the literature looking specifically at South Asian 
Americans and the possible benefits of pairing them with ethnically concordant providers 
in palliative care situations. It is a novel and necessary discussion that needs to take place 
and this study aims to address this issue directly.  
This study does however have some limitations in regards to the presence of bias. 
As designed, the generalizability of the study is limited due to sample bias and selection 
bias. The study primarily investigates South Asian Americans in the Boston Area and 
neglects to sample from other areas of the country, where there exist large populations of 
South Asian Americans. In this situation, the sample population was specified due to 
convenience of data collection with the resources available but, in the future, larger 
scaling of this study could provide more insight into these topics. Additionally, this study 
also limits participating to only English-speaking participants. This may limit enrollment 
in certain situations and is an example of selection bias. This bias was incorporated into 
the study as the TAISCH is only validated in the English language. In future iterations of 
this study, it would be beneficial to explore translating the survey tool, or utilizing a new 
tool that is able to be translated while maintaining validity. 
Confounding is also possible in this design as well. Patient satisfaction can be 
impacted by many factors. In future study design, it would be beneficial to collect 
variable data on age and disease severity, as these factors may influences a patient’s 
general demeanor and outlook on their circumstances. It is very possible that a patient 
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with a poorer disease prognosis or of younger age may be less pleased with their care at 
baseline, not accounting for cultural concordance. Additionally, capturing data on 
reported religion would provide more insight into the nuances of certain belief systems 
surrounding death and dying. Some religions and belief systems are generally more 
comfortable with end of life care that others and this discrepancy could account for 
higher than average baseline satisfaction of care in these patients. As patients are not 
regularly identified by their religious affiliations, it was felt that this additional 
information, in the setting of this specific study, was not clinically significant. However 
future study can be done to specifically identify differences within the South Asian 
American group which would prove valuable when individualizing patient care. 
Anticipated obstacles to this study design include being able to identify and 
quickly enroll patients in the study when they are consulted to palliative care. Generally, 
frequent monitoring of the medical record software will be able to notify the research 
team of possible participants. In the case that this proves difficult or ineffective, the team 
will work towards working with information technology services at the hospital to create 
an easier system of flagging patients. The team will also publicize the project and inform 
providers that the study is taking place, such that the provider may be able to reach out 
directly to the team regarding certain participants.  
Special advantages to this design are that we are able collect data as it plays out, 
minimizing the risk of recall bias. By having patients identify their provider first before 
being surveyed with TAISCH, the team ensures that collected data is accurate. This study 
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does not interfere with any care that patients are receiving and does not alter their clinical 
course of management in any way, which makes this study ethically sound.  
 
Summary 
The literature review completed for this study investigated a unique combination of 
concerns regarding palliative care, cultural competency, the crossover between the two, 
and the specific effects on certain ethnic populations, specifically South Asian 
Americans. It can be concluded that palliative care is necessary more than ever given the 
incredible advances in medical care and technology. At the same time, there is an 
increasing need for improvement in cultural competency as our communities become 
ever more diverse. Because palliative care is such a culturally sensitive specialty that 
involves so many unique cultural situations, this topic is wholly important and necessary. 
And, while it is common to see studies done with the larger minority populations such as 
Black Americans and Hispanic Americans, there is so much variability in the known data 
in these racial groups that it would be an oversight to apply this data to other minority 
groups without studying them specifically. This paper aims to study South Asian 
Americans as their own group, to identify the specific concerns and findings to this 
population, rather than use existing data to extrapolate onto them. This review has led to 
a deep understanding of the topics at hand from multiple perspectives. We have come to 
the innovative conclusion that there is a significant gap in the literature regarding 
palliative care and ethnic concordance specific to South Asian Americans. The proposed 
project will explore this topic and further advance the medical community’s 
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understanding of this topic. The conclusions from this study will have significant clinical 
significance. 
Clinical Significance 
The application of the conclusions of this study will have a significant impact on clinical 
practice in palliative care involving South Asian Americans. If it is found that there is 
increased patient satisfaction with ethnically concordant providers, this will ensure that 
this is made a priority when selecting providers for South Asian American patients. This 
added information will allow providers to consider ethnic concordance with more validity 
when they are treating their patients. South Asian providers will be increasingly paired 
with South Asian American patients when possible. It will also prompt South Asian 
American patients to seek out ethnically concordant providers with the knowledge that 
they will have better outcomes. If it is found that there is no difference of having an 
ethnically concordant provider in this patient population, it will reinforce the idea that 
ethnic concordance doesn’t matter in palliative care settings. This will likely increase 
access to care as there will be more providers who can successfully treat and create 
relationships with South Asian American patients. If it is found that there is a negative 
impact of having ethnically concordant palliative care patients in the South Asian 
American population, this will impact the way in which South Asian Americans seek out 
providers. It will prompt them to identify ethnically discordant providers and, in a 
hospital setting, South Asian providers would avoid seeing and being assigned to South 
Asian American patients, if possible. This study will impact clinical practice in 
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